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Foreword
========

A group of Canadian interdisciplinary critical care leaders recently came together for a 2-day collaborative meeting \[[@B1]\]. While focusing on leadership and management themes, small groups were presented with difficult case scenarios. One such case that outlines the structured format of the cases has been previously published \[[@B2]\]. The present article considers high staff turnover in an intensive care unit (ICU).

Scenario
========

You have been recruited to be a leader in an existing 16-bed tertiary medical--surgical ICU in an urban center. The hospital\'s chief executive officer has pointed out to you that there appears to be a high multidisciplinary staff turnover in the unit in comparison with other areas of the hospital. The result of this turnover is that they have difficulty keeping up with recruitment efforts. Your job description specifically asks that you address this issue and implement possible solutions.

Preamble
========

The new ICU leader in this scenario has a difficult but not uncommon problem as staffing shortages are commonplace in our current health care system, and ICUs are among the first areas to experience them \[[@B3]\]. As high staff turnover jeopardizes the normal provision of ICU services, the remaining staff are under pressure to maintain critical care services, which may have a negative impact on their retention. Newly hired staff are often inexperienced and require time and attention before full integration into the team. Unfortunately, with limited staff, the resources for this needed nurturing are often lacking.

The discussion in the present article is based on group discussion and primarily comes from the nursing literature, given the paucity of published references on this topic from other disciplines providing ICU care (e.g. medical doctor, respiratory therapy, pharmacy, social work, dietetics, physiotherapy, occupational and speech therapy) \[[@B4]-[@B8]\]. The authors would hope -- without any published evidence -- that the information provided could also apply to these disciplines in times of staff shortage.

Core problem
============

The ICU leader\'s first task is to evaluate the impact of this manpower issue on daily ICU functioning (Table [1](#T1){ref-type="table"}) and to determine its cause(s) (Table [2](#T2){ref-type="table"}). Although increased staff turnover may have arisen from a reversible or isolated event, from random variation or from work cycles (e.g. maternity leave, leaving acute care nursing), it is more frequently related to job dissatisfaction \[[@B6]\]. Job dissatisfaction can be subdivided into workload issues and staff support issues (Table [2](#T2){ref-type="table"}). The workload is the sum of all activities undertaken by the ICU staff, including rounds, committee work, research and teaching (including precepting new staff). The first ingredient for a staff-supportive environment is effective and proactive leadership \[[@B9]\]. Team culture refers to the \'workplace fiber\' of shared norms, values, beliefs and expectations of the ICU staff. A supportive culture emphasizes teamwork and interdisciplinary collaboration.

An example of modern ICU culture would be one that nurtures staff accountability towards providing timely and safe care to all critically ill patients. The ICU image is the image that is perceived by staff working in other areas of the hospital. An example of a positive ICU image is a unit where \'best practice\' patient care \[[@B10]\] is provided. \'Best practice\' refers to \"a collection or bundle of routines that, based on the past experiences of other organizations or units, are associated with a specific set of desirable outcomes that makes them a target for transfer \... It is widely considered that their adoption demonstrates a commitment to improving patient safety to consumers and stakeholders\" \[[@B11]\]. Another example of a positive ICU image is one that offers an experience to its staff that is professionally valuable, and one that has strong collegial relationships both in and out of the workplace.

Good working relationships are tantamount for retention of staff \[[@B6]\]. Effective communication, respect and participative decision-making between nursing, medical and allied professionals are important assets. Collaborative communication is one such model of a working relationship, where problem-solving, conflict management, decision-making, communication and coordination are shared responsibilities to achieve the shared goal of improving unit outcomes \[[@B12]\]. The absence of a team-oriented rounds process can impact negatively on satisfaction for many team members. Staff need to feel that their opinions count, and nonphysician members of the team need to have a sense of autonomy in their practice.

Job dissatisfaction may also arise when specific supportive resources are lacking, such as flexible scheduling strategies, nursing bedside supervision, defined role and skill requirements, policies and guidelines (e.g. admission and discharge, etc.), and stress management. The staff may feel they are \'stagnating\' professionally, and professional development needs may have to be addressed. The presence of a strong infrastructure, including clinical educators, advanced practice nurses and support staff, is thus essential. The ICU environment (patient areas, offices, lounges, etc.) may also be a source of dissatisfaction. Finally, an uncompetitive salary and uncompetitive benefits often contribute to the problem.

In order to collect this information, the ICU leader can choose from a variety of tools: an \'environmental scan\' \[[@B13]\] to depict and understand the previous and current ICU environment; interviewing staff members (those current and those departed); a satisfaction questionnaire \[[@B6]\]; focus groups, with and by multidisciplinary ICU clinicians; a multidisciplinary retreat; contrasting recruitment and retention characteristics of comparable ICUs; a retrospective review of available data/ databases that describe the ICU to date; and a prospective collection of data to answer questions generated by the other tools.

Certain of these tasks are best performed by unbiased external personnel (e.g. interviews may be performed by the human resources department of the hospital), and other tasks are best performed by multidisciplinary ICU staff in order to prevent a bias towards the views of one discipline. The staff satisfaction questionnaire should ensure that comments are objective and constructive rather than only providing staff with an opportunity to complain. The work may also be facilitated by hiring an outside consulting firm, complementing ICU or hospital manpower resources. Such \'outside help\' may sometimes facilitate certain focus group encounters, depending on the local culture. Ascertaining whether the departed staff members have moved to a specific work area may add insight into the situation. For example, ICU staff may have left to work in another ICU, or a non-ICU clinical unit, within the hospital or have left to work in another institution.

Solutions
=========

As a general statement, strategies that improve workload and/or staff support will enhance morale, and will lead to improved recruiting and retention. For example, the American Organization of Nurse Executives\' Institute recently delineated categories of strategies for nursing recruitment and retention \[[@B14]\]. Their application would be expected to attract more young nurses, to better support the practice of current ICU nurses and to create nursing positions with greater autonomy and higher salaries. These strategies could also be applied to other disciplines providing care to ICU patients. Examples of these applications are as follows.

A first application example is reconfiguring the work and its environment \[[@B7]\]: that is, establishing more flexible working patterns and staffing policies, combining ICU work with work in another clinical unit or in another nonclinical activity; \'role redesign\', the flexibility to move \"tasks up or down, expanding the breadth/depth of a role\" \[[@B8]\]; \'family-friendly\' policies, such as subsidies or onsite facilities for staff family services (e.g. dental, pharmacy, daycare, etc.) and career \'breaks\' \[[@B8]\]; a more effective hierarchy of expertise in clinical practice (e.g. using baccalaureate and advanced practice nurses); protocols to allow safe and efficient practice patterns; and, finally, a strong presence of staff with substantial recent clinical experience at the highest levels of management as well as in team leadership in patient care areas, facilitating decision-making at all levels that affect practice.

Another application is providing opportunities for education, career progression and mobility for ICU staff. For example, creating an ICU training program for new graduate registered nurses \[[@B15]\] or creating a first-level critical care course to prepare non-ICU nurses to handle early critical illness in non-ICU units \[[@B16]\] -- this may assist subsequent recruitment and may advance practice opportunities \[[@B9]\].

A third example is improving staff services and benefits. Certain changes, such as to the ICU working environment, the lounge and sleeping quarters, may be easily made locally, whereas other changes, such as reviewing salary and compensations, may require support from other hospital groups.

Reviewing the scope of practice for each discipline to ensure that staff feel that their skills are well utilized is another application.

A fifth example is ensuring a strategic plan, developed in conjunction with frontline ICU staff.

A further application is encouraging the hospital to reach \'magnet designation\' (Magnet Recognition Program™) \[[@B14]\]. This model fosters a culture that values health provider autonomy, education, expertise and quality patient care. In addition, such institutions tend to display better patient and provider outcomes.

A final application example involves modifying the health professional school curriculum, by offering special courses more adapted to critical care and by adding clinical ICU rotations for students.

Implementation
==============

Whatever the solution, an implementation strategy is required. Kotter \[[@B19]\] describes \"enabling leadership strategies\" that the new ICU leader can apply to this task: establishing a sense of urgency, creating a guiding coalition, developing a change in vision and strategy, communicating the change in vision, empowering the coalition and staff for broad-based action, generating short-term wins and consolidating change.

In order to promote change, the urgency of the situation (i.e. increased staff turnover) must be established by documenting its impact on ICU performance, which is best achieved by objective measurement of relevant indicators (Table [1](#T1){ref-type="table"}) \[[@B17]\]. The guiding coalition are the ICU leader\'s \'partners for change\' and should include key ICU staff (managerial, frontline and educators), key hospital administrators and, if the staff turnover involves other disciplines, the respective manager(s).

\"Vision refers to a picture of the future with some implicit or explicit commentary on why people should strive to change that future\" \[[@B18]\]. A vision of the ICU performance in the short term, the medium term and the long term is required and should be easy to communicate, feasible to promote change and appealing to all coalition stakeholders. In our case scenario, the fact that staff shortages lead to reductions in clinical services should convince hospital administration, medical advisory committees and executive committees to provide the resources necessary to implement solutions. Two examples of appealing ICU \'change visions\' are: (a) a team culture that is supportive of its staff and fosters teamwork, accountability and continuing professional development; and (b) an image of a service that promotes timely, safe and efficient care to the critically ill, via clearly defined roles, responsibilities, triage criteria, evidence-based protocols and guidelines.

The strategy to achieve this vision must address the key causes for the increased staff turnover. Its implementation will depend on the complexity of the core problem, its duration and its potential for reversibility. The strategy should have a timeline, and its success should be measured by the same performance indicators mentioned earlier.

The ICU leader should empower his/her coalition and staff, support them and share in the workload. Support from the ICU staff themselves is indispensable and, as a result, frequent communication, with a willingness to listen to concerns, is essential. Key coalition partners can be encouraged to make links with important groups that could impact on the process (e.g. unions, professional associations, the schools where the individuals are trained). Partnership with academics is also a key element. Recruitment campaigns are likely to be more efficient when these elements are in place. Such strategies require time, effort and skill \[[@B19],[@B20]\], but help to achieve lasting results. Short-term goals (\'quick wins\') should be set along the way, should be communicated to staff and should be celebrated.

Obstacles
=========

The ICU leader may have failed to adequately grasp the core problem. The leader should therefore, for this reason, invest significant time into evaluating the core reason for the high staff turnover. In addition, common leadership errors \[[@B19]\] may lead to failure in achieving the desired results: allowing complacency, failing to create a coalition, underestimating the power of vision, permitting obstacles to block the new vision, failing to create short-term wins, declaring victory too soon and neglecting to anchor changes firmly in the ICU culture. As a result, strategies are not implemented well and results are incomplete or take too long to achieve. Even the best change vision and strategy may not be completely achievable because of a failure to convince everyone about its importance or viability. The values and benefits of the change need to be communicated clearly and repeatedly in many contexts, both formal and informal (e.g. discussions, meetings, etc.), and at many levels (medical executive and advisory, administration, nursing, university, etc.). This communication requires conviction, dedication and time.

Conclusion
==========

Increased staff turnover is a challenging ICU leadership problem. A systematic approach involving proper identification of the core problem, development of solutions and effective implementation strategies enable the ICU leader to make the desired changes in a timely and lasting way. Essential ingredients for all those involved are conviction, dedication and time.
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ICU = intensive care unit.
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Figures and Tables
==================

###### 

Potential impact of increased intensive care unit (ICU) staff turnover

  -----------------------------------------------------------------------
  Decreased
   Staff-hours^a^
   ICU patient-days
   Number of ICU admissions
   Patient/family satisfaction
  Increased
   Deflected or refused admissions (e.g. cancelled surgery, etc.)
   Waiting time for ICU admission or discharge
   Length of stay (ICU, hospital)
   ICU-acquired diagnoses (infections, other morbidities, readmissions)
   Mortality (ICU, hospital)
   Medical errors
   Work-related injuries
   Work-related dissatisfaction^b^
  -----------------------------------------------------------------------

^a^May involve medical, nursing, or other interdisciplinary staff (see Preamble). ^b^See Table 2.

###### 

Factors affecting job satisfaction

  ---------------------------------------------------------------------------
  Workload^a^
   Clinical load (patient case-mix, complexity, etc.)
   Contribution of health care assistants \[3\]
   Skill mix of intensive care unit team members
   Staffing levels
   Other duties (clinical, administrative, academic)
  Staff support^b^
   Leadership (nursing, medical)
   Team culture
   Intensive care unit image
   Working relationships
   Flexibility of scheduling
   Supervision (e.g. shift leader, etc.)
   Definition of roles and skill requirements
   Autonomy of decision-making for frontline staff
   Intensive care unit policies, clinical guidelines, protocols
   Stress management
   Intensive care unit environment (equipment, facilities, physical layout)
   Continuing professional development (education, training, appraisal)
   Salary
   Social and other benefits
  ---------------------------------------------------------------------------

^a^Direct and other-than-direct patient care, nonpatient responsibilities.

^b^See text (\"Core problem\").
